Background: The purpose of this study was to investigate the current status of distress screening implementation in Japanese designated cancer hospitals. Subjects and Methods: This was a cross-sectional observational study. Palliative care team representatives in all designated cancer hospitals in Japan completed an ad hoc questionnaire. Demographic data in 2014 were obtained from the Ministry of Health, Labour and Welfare in Japan. Results: Of 422 institutions, 389 responded (92%) and data were obtained from 379 (90%). Approximately 90% of institutions had implemented a distress screening program at some level, and approximately 60% had just started screening. Among those institutions that screened, 77% provided individualized triage to specialized services within the institutions, whereas 60% did not routinely follow-up with patients who had positive screening results. The estimated median percentage of screened patients referred to palliative care teams was 0.4% in outpatient settings and 6.3% in inpatient settings. Although 68% of respondents perceived that screening was useful overall, they also reported difficulties when conducting screening with patients, reporting "no established effective treatment for problems screened" (66%), "patients complain it is difficult to express their distress using scales" (58%), and that it was "difficult to manage screened problems because of lack of time" (49%). Eight perceived barriers to implementing distress screening programs in hospitals were identified; a lack of human resources ranked highest. Conclusions: Implementation of distress screening in designated cancer hospitals in Japan has just begun. Policymakers should acknowledge that screening can be beneficial for patients when it is implemented with appropriate resources and established methods.
Background
In addition to cure of disease and survival, quality of life is an important outcome of cancer treatment. [1] [2] [3] Quality of life is often disrupted by physical, psychological, and social distress, all of which are frequent in patients with cancer. 4 Although evidence and guidelines suggest that palliative care should be integrated into oncology practice, 5-8 many patients still have not reaped the benefit of those interventions. 9 One of the major barriers to effective distress management is inadequate assessment by medical professionals of their patients' symptoms/distress. To overcome such barriers, guidelines, including the NCCN Clinical Practice Guidelines in Oncology for Palliative Care, have recommended routine distress screening, 8, 11 but recent evidence indicates that patients with cancer may not obtain a substantial benefit from screening itself. [12] [13] [14] Screening is considered just one step in a comprehensive screening program that consists of detailed evaluation of patients with positive screening, collaboration with specialty divisions, documentation of screening results, and follow-up of patients with positive screening. 15 However, few institutions have implemented such comprehensive screening straightforwardly in busy clinical practice. 16 In Japan, the Ministry of Health, Labour and Welfare has constructed a system of designated cancer centers to provide quality care throughout the country from 2007 through the Cancer Control Act. Implementation of distress screening in inpatient and outpatient settings has been an essential requirement for designated cancer hospitals since 2015.
Current Status of Distress Screening in Designated Cancer
The purpose of this study was to investigate the current status of distress screening implementation in Japanese designated cancer hospitals. The hope was that understanding the current status of distress screening would help to clarify the agenda for better distress screening in clinical practice.
Subjects
The subjects of this study were drawn from all 422 designated regional cancer hospitals in Japan in June 2016. In Japan, establishment of a palliative care team is one of the essential criteria for certification as a designated regional cancer hospital, and mental health professionals are essential for such a team. Japan's Ministry of Health, Labour and Welfare expects that the palliative care team should function as a single point of contact for integrated supportive care services, and that patients with positive screening results should be managed in collaboration with the palliative care team accordingly. Therefore, distress screening primarily falls under the purview of palliative care teams in most of the designated regional hospitals in Japan.
The survey questionnaire was sent to the representative of each institution's palliative care team; we asked that it be forwarded to the person responsible for the screening if the receiver of the survey was not in charge.
We fully explained the purpose of the study and clarified that the respondents had the right to refuse to participate. This study was conducted with the approval of the Institutional Review Board and Ethics Committee of Nagoya City University Graduate School of Medical Sciences, Japan.
Methods

Procedures
The mail survey was conducted between August 15 and September 30, 2015. Subjects were asked to complete the questionnaire and return it to the study office by mail. If no response was received within 2 weeks of mailing, a reminder was sent (a maximum of 4 reminders were sent). Demographic data in 2014 were also obtained from the Ministry of Health, Labour and Welfare. 17 This questionnaire was developed based on a review of the relevant literature about distress screening in oncology settings, 3, 15, [18] [19] [20] [21] and on discussions with oncologists, nurses, palliative care specialists, and psycho-oncologists. Cognitive testing was performed by 4 palliative care physicians or nurses outside the research group. The language of the draft questionnaire was modified in this process to be clearer, more understandable, and easier to answer. The questionnaire comprised 6 parts. Individuals working in institutions where screening had not been implemented were asked to answer the first and sixth parts. All other subjects were asked to respond to all questions. Questions were as follows:
1. Current practice of distress screening. We asked whether subjects had implemented a distress screening program in the outpatient and inpatient settings using a yes/no format for each. If implemented, they were asked the proportion of medical departments in which it had been implemented (<25%, 26%-50%, 51%-75%, 76%-99%, or 100%), the timing of screening (periodically at regular intervals, at a predetermined specific point on the disease trajectory, or based on clinical judgment by medical staff), and duration since implementation (<1 year, 1-2 years, or >3 years 21 using a Likert scale (1 = disagree, not useful; 2 = uncertain; 3 = agree, useful). 5. Medical staff-reported difficulties when conducting screening of patients. We measured the degree to which each difficulty was encountered in conducting the screening of patients, 21 using a Likert scale ranging from 1 to 5 (1 = not at all; 2 = rarely; 3 = sometimes; 4 = often; and 5 = very often). This section included 13 items (Table 1) . 6. Perceived barriers for implementation of the distress screening program. Finally, we asked subjects to rate whether they perceived 18 barriers for implementation of the distress screening program using a Likert scale (1 = disagree; 2 = slightly agree; 3 = agree; Table 2 ).
In addition, we used the following data from the Ministry of Health, Labour and Welfare
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: number of beds; annual number of patients with cancer newly registered by the National Cancer Registry in Japan; annual numbers of inpatients with cancer, outpatients with cancer, and inpatients deceased by cancer; and annual number of patients with cancer referred to the palliative care team.
Statistical Analysis
Descriptive statistics were used to summarize the questionnaire responses. For analysis, we defined sufficient implementation as screening implementation of more than 25% of the departments in both outpatient and inpatient settings. We applied this definition in order to distinguish institutions with obviously insufficient implementation compared with others. No consensus exists regarding in what proportion of departments screening should be implemented, but it can be easily assumed that the groups of participants who endorsed less than 25% of departments include few institutions in which screening has been conducted routinely.
To obtain the proportion of screened patients referred to the palliative care team, we divided the numbers of patients referred to a palliative care team by numbers of patients screened. To report medical staff-reported difficulties and barriers, we calculated the proportion of institutions scoring from 3 to 5 (sometimes, often, and very often) for difficulties, and those scoring 3 (agree) for barriers, respectively.
Unpaired t-tests and chi-square tests were used accordingly to compare the hospital characteristics of participating and nonparticipating institutions, and to explore the factors associated with sufficient imple- Responses were given on a Likert scale (1 = not at all; 2 = occasionally; 3 = sometimes; 4 = often; 5 = very often).
mentation of the distress screening. A significance level of P less than 0.01 was adopted for all statistical analyses (to correct for multiple comparisons) and P values reported were 2-tailed. All statistical procedures were performed using SPSS software, version 21.0J, for Macintosh (IBM Corp., Armonk, NY).
Results
Characteristics of Institutions
Among 422 institutions, 379 institutions (90%) provided data. Ten (2%) refused to participate, and 33 did not respond (92% response rate). There were no significant differences between institutions participating in this study (n=379) and those not participating (n=43), except that the former tended to report greater annual numbers of referrals to the palliative care team (146 vs 102 per year; P=.05).
Missing Data on the Questionnaire
For all questions on the questionnaire, 1,349 responses were missing. Thus, we missed 6.6% of the total data points.
Current Practice of Distress Screening
Among 379 institutions, 67%, 13%, and 8% reported that they conducted distress screening programs in both outpatient and inpatient settings, inpatient setting only, and outpatient setting only, respectively. A total of 104 institutions (27%) met the criterion of sufficient implementation (ie, the proportion of departments in which screening was implemented was more than 25% in both outpatient and inpatient settings). Distress screening was more likely to be implemented in the inpatient setting (Table 3) . Approximately half of the institutions reported that screening had just started (<1 year after implementation). Sufficient implementation is defined as screening implementation of more than 25% of departments in both outpatient and inpatient settings. b Proportion of patients that responded "agree."
Adherence to the Recommended Guideline
The most frequently endorsed practices were "individualized triage to specialized services within the institutions" (77%), followed by "documentation of screening results" (75%). On the other hand, approximately 60% of institutions did not have routine follow-up systems (Table 4) .
Estimated Screening Results
The reported median number of screenings conducted in a month was 25.0 in outpatient settings and 50.0 in inpatient settings. (Table 5) .
Perceived Usefulness
Most of respondents reported screening was beneficial to elicit physical and psychosocial problems (86% and 83%, respectively). More than half of the respondents perceived that screening improves ability to manage patients' problems (73%), facilitates referral to the palliative care specialists (64%), and improves clinician-patient communication (63%). Overall, 68% of respondents perceived that screening was useful.
Medical Staff-Reported Difficulties
The most frequently endorsed difficulty was "no effective solution for problems screened" (66%), followed by "patients complain that it is difficult to express their distress using scales" (58%), "difficult to manage screened problems because of lack of time" (49%), and "need lots of time to explain how to administer screening questionnaire to patients" (47%) ( Table 1) .
Perceived Barriers to Program Implementation
Eight barriers were reported more frequently in institutions with insufficient screening implementation than in those with sufficient implementation. The top 3 most prevalent barriers in both institution groups were lack of human resources, difficulty in selection of target patients, and lack of exact knowledge to conduct screening. On the other hand, we found no significant differences between these institution groups in number of beds; annual number of patients with cancer; annual number of inpatients with cancer, outpatients with cancer, and inpatients deceased by cancer; or annual number of patients referred to the palliative care team (data not presented) ( Table 2) .
Discussion
This is the first nationwide survey to explore the current status of distress screening in designated cancer hospitals in Japan. The results indicated variable implementation of palliative care screening programs among institutions. Approximately 90% of designated cancer hospitals have implemented a distress screening program at some level, but only one-fourth of institutions have conducted screening in more than 25% of departments in both outpatient and inpatient settings, and half of the institutions have just started screening (<1 year). These results indicate that many institutions have just started distress screening in the responses to political requirements from the government. According to the systematic review by Mitchell 20 of distress screening implementation studies, the usefulness of distress screening implementation is controversial; 6 of 14 randomized controlled screening trials have reported added benefits for patientreported outcomes, but only 3 studies have indicated improvement of referral rates. Although differences in healthcare systems could make generalizability of the findings from abroad difficult, no randomized controlled studies have been conducted to examine the usefulness of distress screening implementation in Japan. Recent findings suggest that distress screening should be implemented as a comprehensive program that includes referral, documentation, and follow-up. 14, 15 The present findings indicate that adherence to screening program recommendations was not optimal; therefore, distress screening programs implemented in many Japanese designated cancer hospitals might not contribute sufficiently to the improvement of patients' outcomes.
Our results also indicated that only 1 or fewer of 100 patients screened was eventually referred to the palliative care team in the outpatient setting. There are yet wide variations in referral rates among institutions investigated, and a pioneer work in Japan showed higher referral rates after introduction of a screening project. 22 There are several possible explanations for this; for example, little time to discuss the results of the screening, especially in the outpatient setting; few resources available to respond to patients' problems (some palliative care teams may not provide outpatient services); and failure to select appropriate screening populations. Implementation of the triage and referral algorithms in clinical practice may facilitate referral to the supportive care service and therefore contribute to lessening patients' distress. 12 However, the rate of referral to palliative care teams should be reserved as an alternative indicator of the effectiveness of palliative care screening.
When conducting distress screening of patients, medical staff reported that 10 of the 13 difficulties were experienced frequently, indicating that distress screening was burdensome for frontline staff. Approximately half of respondents reported difficulty in managing screened problems because of lack of time. This problem may have a large influence on the effectiveness of screening.
The most frequently reported barriers to implement distress screening programs in hospitals were lack of human resources, exact knowledge regarding effective screening, and skills to implement screening in clinical practice. Sufficient staff and training are crucial to implement distress screening. 20 Based on a literature review, Carlson et al 19 recommended appropriate staff training for successful program implementation, and our results are consistent with this recommendation. 19 We believe that the assignment of managers to comprehensive screening programs is desirable, because these individuals could apply recommended screening practices to busy clinical practices. Several studies indicated the possibility of screening large numbers of patients in pragmatic settings. 23, 24 Additionally, we detected several institutions in which suc- cessful screening implementation has been achieved. Learning from such successful screening models must be beneficial for other institutions to acquire knowledge and skills for feasible and effective screening. This study has several strengths. First, the response rate was sufficient. Second, the results of the mailed survey were combined with demographic data from a national database of regional cancer hospitals in Japan. Several study limitations should also be acknowledged. The psychometric properties of the questionnaire were not examined. The questionnaire results reflected subjective views by healthcare professionals responsible for distress screening in an institution. No audits or outcomes reported by patients or their families were included. In addition, we did not investigate what resources other than palliative care teams were used to respond to the problem screened.
Conclusions
The distress screening programs in designated cancer hospitals in Japan have just begun. We believe that imposing requirements for implementing distress screening programs in designated cancer hospitals in Japan is a win-win situation for integrating palliative care into oncology practice in Japan. However, this goal will not be realized if screening is not implemented in a meaningful way that is less burdensome to frontline staff. Policymakers should acknowledge that screening can be beneficial for patients when implemented with appropriate resources and established methods.
In the next step of this study, we aim to extend the present findings by developing a model program that fits the Japanese medical system, and to investigate its effectiveness based on patient-reported outcomes in randomized controlled trials.
